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Summary

Purpose
~—- The purpcse of the present study was to facilitate understanding ot the
nature of mental disorder diagnoses by examining the extent to which the
degree of diagnostic specificity (i.e., group, type, or subtype) and the
social context (i.e., certain circumstznces under wvhich diagnoses take place)
affect diagnestic agreement (the reliability of measures across time). Alsc,
the present study investigated the transformative nature of certain mental
disorder diagnoses (i.e., how some mental disorder diagnoses change by their
very nature) by trackiqg classifications both into and out of particular
diagnostic categories.
Approach

The approach of this study was to analyze data from the Navy Enlisted
Career/Medical History File. The population consisted of all hospitalized
cases of active duty, enlisted Navy personnel between 1981 and 1984, inclu-
sive, with a mental problem as the primary diagnosis. Two nonexclusive
subsamples were investigated. The first subsample (N=2,132) consisted of
hespitalized cases which were later vevieved Ly a U.S. Navy Physical Eval-
vation (P.E.) Board. The second subsample (N=5,402) consisted of cases
involving multiple hospital admissions for a mental disorder.
Findings

Diagnostic group (i.e., psychotic versus nonpsychotic) vas a more reliable

measure than diagnostic type (e.g., schizophrenia versus personality disor-
der). Diagnostic type, in turn, wvas a more reliable measure than diagnostic
subtype (e.g., chronic catatonic schizophrenic). And, certain diagnostic

types aiid subilypes were consistently more reliable across time than others.
Except for alcoholism and personality disorders, the Kappa values associared
with diagnostic types and subtypes in the P.E. Board subsample were signifi-
cantly larger than these in the multiple hospitalization subsample.
Conclusions

The present study found that degree of diagnostic specificity and the
social context atfected the reliability across time of ICD-9 mental disorderv
diagnoses. Also, the nature of certain mental disorders (i.e., disorders
vhich progressively deteriorate, thosc which resemble one another hecause of
shared features, and those which occur in combination with other disorders)

affects diagnostic reliability.
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Introduction

In a recent article in Science, Faust and Ziskin (July, 1988) argued cor-
recily that many studies have demgnstrated the poor reliability of specific
mental disorder diagnoses, but then also created the false impression that:
1) all mental disorder diagnoses are similarly unreliable, and 2) the inac-
curacy of diverse torms of clinical judgement, as indicated by the inability
of c¢linicians to achieve diagnostic agreement, to predict violence, feigned
behavior, or brain damage, is attributable to a common set of limitations
(i.e., the same ractors explain problems in very different and complex aireas
of c¢linical 3iudgement). Spitzer, Villiams, and Pincus (Science, November,
1938) responded by saying that psyciilatiy has recogniced the problem, is doing
something about it, and that the "rest of medicine also has problems with
reliability.” Joseph Matarazzo (quoted by John Bales, Monitor, January,
1989), the current President of the American Psychological Association,
responded by saying that Faust and Ziskin’s (1988) conclusions were based on a
narrow review of the literature (i.c¢., primarily negative studics) and ignored
other studies which do not suffer from methodological flavs. However, neithel
the critique by Faust and Ziskin (1988), the defense by Spitzer et al. (1988),
nor the coirective commenis by Hatarazeo {(Bales, 1989) provide a clear agenda
for understanding the natuie of mental disorder diagnozes, or suggest ways to
improve diagnostic reliability.

The purpose of the present study was to facilitate understanding ot the
nature ol mental disorder diagnoses by examining the extent to which the
degree of diagnostic specificity (i.e., group, 1type, o1 subtype) and the
social context (i.e., the different conditions under which diagnoses take
place) affects diagnostic agreement (i.e,. the ieliability of measures across
time). Also, the present study in’estigated the traiisformative nature of
certain mental disorder diagnoses (i.... hnv some diagnosecs may change by

their very nature) by tracking classifications both into and out ot paiticulat

diagnostic categnaries.




Methods

Subjects

The population consisted of all hospitalized cases of active duty, en-
listed Navy personnel bitween 1981 and 1984, inclusive, with a mental problem
as the primary diagnosis. Two non-exclusive subsamples of this population
vere investigated, which corvesponded to different social contexts. The {irst
social context subsample (N=2,132) consisted of hospitalized cases wvhich veie
later reviewed by a U.S. Navy Physical Evaluation (P.E.) Board. The mnean
length of time between hLospitalization and last P.E. Board veview was 2006.74
days (sd=214.45). The second social context subsample (N=5,402) consisted of
cases involving multiple hospital admissions for a mental disorder. The mean
le 1igths of time between hospitalizations were: 1) 143.55 days (sd=225.08)
between first and second hospitalization, 2) 115.82 cays (sd=187.59) betwecn
second and third hospitalization, 3) 91.00 days (sd=149,42) between third and
fourth hospitalization, 4) 91.45 days (sd=1539.05) between tourth and fifch
hospitalization, and 5) 176.78 days (sd=251.13) between first and last hospi-
talization.
Procedures

Data tollection Procedures. Data were ohtained from the Navy Enlisted

Career/Medical History File (NECMHF). NECMHF is based on twvo compiled files.
One is the Service History File, which consists of demographic and militavy-
service history data from Navy Military Personnel Command in Arlington, Vitv-
ginia. The other is the Medical History File, which contains hospitalization,
death, Medical Board action, and Physical Evaluation Board action data from
Naval Medical Data Services Cen v in Bethesda, Maryland. NECHHF is compiled
and maintained by the Naval Health Research Center, San Diega, Calitornia
(Garland, Helmkamp, Gunderson, Gorham, Miller, McNally, & Thompson, 1987).

Coding Procedures. Primary mental disorders were based on ICD-9 codes and

vere coded to correspond to threc levels of diagnostic specificity. The three
levels, which are henceforth refeirted to as group, type, and subtype, corie-
spand, respectively, to low, moderate, and high degrees of diagnostic specifi-
city. At the liowest level of diagnostic specificity, the group level, all
mental disorder diagnoses were relegated to either the psychotic (all psycho
tic diagnoses combined) or nonpsvchotic (all nonpsychotic diagnoses combined)
groups. At the moderate level of specilicity. the type levcl, the range of
possible mental disorder diagnouses included the following diagnostic typos:

1) organic psychoses, 2) schizophrenia, 3) affective psychoses, 4) para
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noia, 5) other psychoses, 6) unspecified psychoses, 7) neurotic disorders,
8) personality disorders, 9) alcoholism, 10) transient situational distur-
bance, and 11) drunkenness. At the highest level of specificity, the subtype
level, each type of mental disorder diagnosis was f{urther classifled into its
specific subtypes (e.g., chronic catatonic schizephrenic). 1In both subsam-
ples, five contrasts involving the three levels of diagnostic specificity
{group, type, and subtype) were computed to assess diagnostic reliability
across time: 1) psychotic group versus nonpsychotic group at Tliwc 1 was
compared to psychotic group versus nonpsychotic group at Time 2 (2 x 2 Table),
2) all types of mental disorders at Time 1 were compared to all types of men-
tal disorders at Time 2, 3) all subtypes of mental discrders at Time 1 were
compared to all subtypes of mental disorders at Time 2, 4) each type of men-
tal disorder versus all other types combined at Time 1 was compared, respec-
tively. to its corresponding type of mental disorder versus all other types
combined at Time 2 (2 x 2 Tables), and 5) each subtype of mental disorder
versus all other subtypes combined at Time 1 was compared, respectively, ‘o
its corresponding subtype of mental disorder versus all other subtypes com-
bined at Time 2 (2 x 2 Tables).

Results

The degree to which diagnosis at Time 1 agreed with diagnosis at Time 2
wvas assessed using the XKappa statistic. Kappa assesses the chance-corrected
consistency (or reliability) of a set of measurements across time. Kappa
equals zero vhen obtained agreement equals chance agreement. Greater than
chance agreement leads to positive Kappa values, while less than chance agree-
ment leads 1o negative Kappa values. With negative values, the degree of
agreement has little practical importance (Cchen, 1960). Table 1 shows the
Kappa values for diiferent levels of diagnostic specificity across multiple
hospital admissions and at time of hospitalization versus time of last P.E.
Beard review.

Two sets of analyses were conducted. The first set of analyses combined
the P.E. Board subsample with the multiple hospital admissions subsample in
order to assess the effect of diagnostic specificity on reliability across
time. The Wilcoxon Signed-Ranks Test was used to compare the Kappa values for
different levels of diagnostic specificity. The Kappa values comparing psy-

chotic group versus nonpsychotic group at Times 1 and 2 were significantly
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larger than the Kappa values comparing: 1) all types of ciagnoses at Time 1
versus all types of diagnoses at Time 2, and 2: all subtypes of diagnoses at
Time 1 versus all subtypes of diagnoses at Time 2 (both Z values=-2.20, p
valuesjtwo~tailed])<.05). The Kappa va’ es comparing all types of diagnoses at
Time 1 veirsus all types of diagnoses at Time 2 were significantly larger than
those comparing all subtypes of diagnoses at Time 1 versus all subtypes of
diagnoses at Time 2 (2=-2.20, p[two-tailed]<.05). The Keppa values (Tables 2
and 3) for each respective diagnostic type versus all other types at Times 1
and 2 were significantly larger than those for each respective diagnostic sub-
type versus all other subtypes at Times 1 and 2 (2=-5.03, p[two-tailed]<.C01).

The second set of analyses combined the diagnostic types and subtypes in
the ?P.E. Board subsample, and combined the diagnostic types and subtypes in
the multiple hospital admissions subsample. The Wilcoxon Signed-Ranxs Test
was used to compare the combined Kappa values of the two different subsamples
in order to assess the effect of the social context on rveliabili.y across
time. 1n subsample 1, Kappa values were computed to measure reliability at
time of hospitalization versus time of last P.E. Board review. In sub-ample
2, Kappa values were computed to measure reliability at time of first hospi-
tal admission versus time of last hospital admission. The Kappa values of the
tuo subsamples (types and subtypes combined, respectively) did not differ
significantly (p=.16). However, two supplemental analyses wvere conducted to
assess the possibility that opposing diitectional effects in the two subsamples
masked a social context effect. The first supplemental analysis consisteq ol
only the types and subtypes with larger P.E. Board subsample Kappa vaiues (12
of the 16 ranks or all types and subtypes except alcoholism and personalirty
disorders) and found a sigunificant ditference between the two subsamples
(2=-3.06, p|two-tailed] <.01). The second supplemental analysis consisted of
only alcoholism and persopality disorder types and subtypes (the remaining 4
ranks) and found a significant difference betveen the two subsamples (Z=-1.83,
plone-tailed] <.05). Except for alcoholism and personaliry disorders, Kappa
values vere significantly larger in the P.E., Board subsample than in ti~ mul-
tiple hospitalization subsample. The Kappa values for alcoholism and person-
ality disorder types and subtypes were significautly larger in the multiple
hospitalization subsample thau in the P.E. Board subszample. Thus. “he iwpacr
of the social context on diagnostic 1cliability depended on the pairticulan

diagnostic type or subtype.




Table 1

Reliability (Kappa) Acrosa fime of Mental Diagnosais by Level of Specificity

Numbet of Hospital Admissicns Time cf Hospi-
Kow taligation ve.
' Level of specificaity 1 vs 2 2 vs 3 3 vs 4 4 vs 5 1st vs Last Mean Last FE Board
Group vs. Group .5¢ .57 .53 .67 .54 .57 .55
Type vs. Type .36 .37 .43 .44 R .39 .52
Subtype vs. 3Subtype .01 .14 .02 .03 213 .07 .01
Table 2

Religbil ity (Kappa) Actoss Time of Mental Diagnoris Type

Time of Hospi-

Number of Hospital Admissions talization vs.

Type VvVs. Else lvs 2 2wve 3 3 vs 4 4 vs 5 1st ve Last Last FE Board
Organic Psychoses 15 .08 16 1% 13 RS
Schizophrenia .OF .61 .63 .73 .58 .72
Affective Psy hores .42 -7 - .55 .38 .81
Other Psy:hoses .25 .30 .16 .66 .21 .35
Neutoses .26 .12 .11 ~-.03 W22 .54
'ersonality Disorders .35 .36 -4 .40 .32 14
Alcoholism .52 .51 .47 .58 .50 .14
Transjient Situational Disturbance .24 .22 .39 .26 .20 .33
Drunkenness .10 .10 .A9 .26 .09 -=

Table 3

Reliabilicy (Kmppa) Across Time of Mental Diagnosis Subtype

Time of Hospi-
Numbesr of Hospital Admissions talization vs.
Subtype vs. Else 1 vs 2 2 ve 3 3 vs 4 4 ve 5 1st vs Last Last FE Boaird

Organic Fsychoses (11 subtypes) .14 0 ©oF .69 ‘10
Schizophrenia (11 subtypes) .44 4o .- .51 .44
Affective Psychoses (9 subtypes) .29 .41 .26
Other P'sychoses (13 subtypes! .19 Lbg .66 L1€6
Neutoses (8 subtypes) .23 . . .0z .19
Personality Disorders (9 subtypes) .29 . . -0 .26
Alcohotism (6 subtypes) _42 . . .50 .39
Tiansient Situstionel Distutbance .10 . N .26 .00
{12 subtypes)
Drunkenness (1 subtype) 17 : 12 .15




The pattern of diagnostic change was then assessed by examining classifi-
cations across time both into and out of a given type of mental disorder. The
pattern of diagnostic change of primary mental disorder diagnoses was diffei-
ent in the two subsamples of the study. Tables 4-5 show the shift in diaanc-
sis from time of hospitalization to time of last P.E. Board review. Tables
6-7 show the shift in diagnecsis from time of first hospital admission teo time
of last hospital admission.

In the T.E. Board subsample, diagnostic change appearced to ULc due to the
problem of differential diagnosis of psychotic mental disorders (the failure
to distinguish between different mental disorders which share particular psy-
chotic symptoms but which differ in the overall pattein ol psychotic symptom-
atolugy) and the progressive deterioration of some nonpsychotic mental disor-
ders. For example, Table 4 clearly shows that at time of last P.F. Boaid
review, four of the six psychotic mental disorders (#1,4,5,0) were not wvell
differentiated from schizophrenia and that all ot the nonpsychotic disorders
(#7-11) indicated some deterioration into a more severe mental (psychotic)
disorder. Table 5 clearly shovs a consistent trend toward classification into
a nev category of diagnosis at time ot last P.E. Board review but cannot dis
tinguish between prohlems nf differentinl diagnesis and progressive deteriora
tion.

In the multiple admission subsample, on the other hand, diagnestic change
vas more complex and appearved to be due to: 1) the problem of ditferential
diagnosis for buth poychotic and nennsychotic disorders, 2) the problem of
multiple diagnosis (clusters of disorders [e.g., certain personality disorders
and substance abuse disorders] which are oftentimes related and which maxr
alternate as the principal [primary] diagnosis), 3) and the progressive
detericration of some nonpsychotic disorders. For example, Table ¢ showvs
clearly that schizophrenic and/or personality disorders wvere frequently con
fused with all seven psychotic mental disorders (#1-7). Table 6 also shoews
substantial diagnostic change among the nonpsychutic disorders that could be
attributable to progressive deterioration, differential diagnosis. or multiple
diagnosis. The pattern of diagnostic change for drunkenness (#11), improper
use of drugs (#13), and nervousness/debility (#17) looks like movement tovard
a worsening ot syvmptoms. The patteirn of change io1 neurases {#8), diug depen

dence (#12), physical disorder ot pruehogenic origin (#14). apec® 1 wrmptom

(#15), and transient situvational distuthance (#l6) could by attriburable e




(10}

(11)

Table 4

Classitication cut of a Liagnostic Type

ut Time of Last

Hospitali¢ation Diagnosis

Psychesis associated with other
physical conditions (n=24)

Schizophtenia (n=771)

Affective psychosis (n=352}

raranoid (n=46)

Vvther psychosis (n=67)

(n=93)

unspecified psychosis

Neurocses {(n=150)

rersonality disorders (n=160)

Alcoholism (n-90!

si1tuational
(n=139%5)

Transient
disturbance

Ne:vousness/dability (n=129)

I'.£. Board

t.L. Roaid Diagnosils

viyehosis associated with
othe: ;hysical conditions

Schizeophrenia

Mffective psychosis

Schizephrenia
Affe:tive psychosis

Affactive psychosis
Schirophrenaa
Nervouysness/debility

raranoid
Schizophien.a

Other psychoris
Schizophrenia

Unspecified psyrhosis
Schirophrenia

Neururas
Schirephirenia
Affective psychesis

Fatsonality disorders
Schizophrenia
Affective psychosis
Neroses

Alcohelism
Schizophiema
Affective psychosis

T ansient situational

disturbance
hffective psychosis
Schizophrania
Nuutoses

Nervousness /debilaty
Attectaive psychosas
Neuircse:.




Table 5
Clagu . fication Tn*e a Diagnoatic Type
at Time of Last P.E. Board
Peupity.ization birgnos's . F.L. Board Diagnesss
fiv) Schizophrenic EERY fchizophieniu (n=984)
Unspecifiad peychonys oe
Teirsonality dirnovder- 51
Other psychosis 3
Affactive psychosis 3%
(2) Affective psychosis 59% Affective psychosis (n=502)
Transient ri*uational [
disturbance
Personality disorders (33
Alcohelism 6%
(3 ratanoad 4b% Faranoid (n=41)
Personality disotrders 13y
(4) Other psychosis 33x Othetr psychosis (n=5%2)
Feisonality disorders 12%
Schizophrenia 8%
(5) Un=pecified psychosas 934 Unspecified psychosis (nxS50)
Other psychosis 11%
Schizophrenia 11%
{t) Neurcses o49% Neuroses (n=1172)
Tranzient situational 15%
distutbance
Nervousness/debility 11%
Fersonality disorders 1°
(") Perscnality dizorders 333 Ferronality disoirderr (n=52)
Affective prychesis 15%
Paranord 13%
o>chizophrenia 12%
i8) rhysical disorder of 57% Physical disorder cf
rsychegenic origin psychognnic origin (n=23)
Neuroses 30%
(9) Special symptoms, not 8% Special symptoms, no.
elsswhere classified elsewhere classified (n=4%)
Alcoholism 10%
Personality disorders bAt

Transient situational Transient sittational
disturbance disturbance (n=57)
Nervousness/debility

Nervousnes<z delbiility Netvousness/dedrlity ({n=95)
Trancient saituational
disturbance
Affective psychosis
Neuroses




Table 6

Clansificatjon Out of & Diagnosiijic Type
at Yinme of Last Nospitalixation

Fitst Hospitaliration lMagnesis Last Hospitalirzation Diagnosis

(1) Alcohelic psychosis (n=6%) Alcoholism Tax
Schizcophrenia 9%

J) 0 Psychonas associated waith athey Friychiosin asscciated with
phy 21cal conditarons, (n-35) othe: physical conditions 14t
Schizophienia 32
Alcoholvem 16k
V1Y Sohizophiania (n-247) Schizephrenia RPEY
ferconality disorders 1%
(d4) Affective psychosis (n-il2) Affective psychosas <3
Fearsonality disorders 19%
{(S) raiancid (n=21) Farancid 14%
Schizophienia 333
Yersonality disctdets 29%
() Other psycvhesis tn=T4) oOther psychosis 131
Sehivophtenia 6%
Yersonality disorders 22y
(7) Unspecified prychosia (n-78) Unspecyfied psychoeris Q%
ichizoph.enia 11%
Farronality diserdots 22%
Affective psychosas 10%
{8) Neutcses (n=273) Neunioges 22%
Tersenalsty disorders 29%
Alcotiolism id%
Transient s1tuational disturb, *
(1) rersonality disecrders (n-34%) Tetuona, 1ty disciders S7%
Alecholiun 13%
Tiansient situational disturl:, 7%
Schizophtenia [
(10) Alcoholism (n=1,517) Alcchoelaam PR
Terscrality disorders as
Diunkanness bk
Tiansient situstional dist b, RS
(11) Diunkkenne.« (n=311, Miunkenness 11%
Alceholism 71y
Fetvon&lity dixotdern 8k

Drug dependwnce (n=b4) Diug dependence
Alcoholism
Ferscnality disoruers

Impropel uze of diugs {(n=29) Improper u.n of diugs
Alcohelyum
Pernonalsty dinarders

thy+sical dicoider of Yhyvical drsorder of
prychegenic origin (n=27) psychegeric niagan
FParaopalily Aisarder:.
Alccholism

Speci1al :symptom.., not else Special svymploms, HEC
wheire vlassified (NRC) :n-28) IFersonality diserder:

Tiansient situational distux Trapsient situsticnal dsstutbh,
bance (n=525%) Ferconality dissiders
Alcoholinm
Net.ocses

Nervouvinens/debility (n=114) Nervourness/Jdebility
Parsonality disordetrs
Transtant situational disturh.
Alcoholism




(5}

(7

(8

(9)

(10

[

(12,

(14>

(1%

(16)

Table 7

Classification Into a Diagnostic Type
ot Time of Last Hospitalization

Fiist Hospitalization Diagnesis

Alcohoelic paychosis
Alccholism

Psy~hesis associated with
othetr physical conditions

Alcchelism

Ciug dependence

Schazophrenia
Fertsonality disorders
Unspecified psychosis
Other psychosis

Affective psychosis

Transitent situational disturb.

Fersonality disorders
nervousness/debility

Cther psychosis
FPerzonality disordels
Alcoholism

Unspecified psychesis
Alcoholism

Other psychosis
schizophrenia

Neuroses

Transient situational disturb.

Aleaholigm

tersonality disorders

Fersonality disorders

Transient situational disturb.

Alccholism
Neuroses

Alcoholism
Drunkenness

Transient situational disturb.

Personality disorders

Drunkenness
Alcoholism
Fersonality disorders

J R g Y

Tiansient situational di

ul
or
4
3]

Drug despendence
Alcoholism

Imprope:r use of drugs
hlcohslism
Drug dependence

Fhynical dicorder of
psychogeuic origin
Neuroses

Speciul symptoms, not
elsewhere classified {NEC}

Neutoses

Personality disorders

Transient situational distuib.

Alcocholisn
Personality disorders
Neuroses

Ne:rvousnass/debilaty

Transient situational disturb.

Personality disvrders
Heuroses

Le8

13%
67%

21%

25%
17%

531
10%
9%
6%

37%
11%
10%
10%

22%
28%
13%

20%
143
11%
11%

32%
21%
19%
1i%

351

30%
26%

10%
30%
18%

3832

13%
13%

37%
22%
11%
11%

26%
20%
12%
12y

Last Hospitaliration Diagnhosis

Alcoholic psychosis (n=46)
Prychosis associated with othex

physical conditions (n=24)

Schyzophrenia (n=336!

Aftective psychosis (n=144¢}

Othet psychosis (n=46)

Unspecified psychosis (n=35)

Neuroses (n=185)

Personality disorders (n=895)

Alcoholaism (n=1,6413)

Diunkenness {(n=157})

Drug dependence (n=47)

Improper use of drugs (n=40)

rhysical disorder of

psy: hogenic origin (n=21)

Special symptoms, UEC {n=23)

Transient situational
distuitbance (n=323)

Nervousness/debility (n=9%1)




either differential diagnosis or multiple diagnoses. The consistent associa-
tion of personality disorders (#9) and alcoholism (#10) suggests multiple
diagnoses.

Discussion

The present study tound that degree of diagnostic specificity and the
social context affected the reliability across time of ICD-9 mental disorder
diagnoses. Diagnostic group (i.e., psychotic versus nonpsychotic) was a more
reliable measure than diagnostic type (e.g., schizophrenic disorder or person-
ality disorder). Diagnostic type, in turn, was a more reliable measuire than
diagnostic subtype (ec.g., chronic catatonic schizophrenic). And, certain
diagnostic types and subiypes (e.g., schizophrenic and chronic catatonic
schizophrenic, respectively) were consistently more reliable across time than
others (e.g., personality disorder and antisocial personality disorder,
Lespectively). Except for alcoholism and personality disorders, the Kappa
values associated with diagnostic types and subtypes in the P.E. Board subsam-
ple (time of hospitalizatjon versus time of last P.E. B ard recviev) vere sig-
nificantly larger than those in the multiple hospitalization subsample (i.c.,
time of first hospital admission versus time of last hospital admission).
That social context effect was attributable to the fact that Nevy P.E. Boaidx:
screen for more severe disorders as a primary basis for service discharge
(Kilbourne, Hilton, and Goodman, 1988). Moderate to large Kappa values in the
P.E. Board subsample indicated relative stability in the severity of a given
mental disorder (especially for psychotic types and subtypes), wvhile lower
Kappa values generally indicated a shift from a lcss nevere mental disvrder o
a more severe mental disorder. For example, alcoholism is treated on either
an outpatient or inpatient basis in the U.S. Navy (e.g., therc aie trcatment
programs lasting for six weecks in many Navy hospitals, which increases the
likelihood of diagnostic agreement while in the hospital) and is not routineiy
used as the basis for service discharge (which decreases the likelihood of
diagnostic agreement if an individual initially hospitalized for alcoholism is
later revieved by a Navy P.E. Board).

Thus, the nature of certain mental disorders (e.y., disorders vhich pio
gressively deteriorate, those which trecemble one another because of =shared
features, and those which occur in combination rith other disordets) affect:
diagnostic reliability. Diagnostic change and uncertainty (i.o., symptom

change and symptom overlap) are an inhecrent aspect ol some mental disorders.
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It mayv only be atter a battery of psychological tests has been administered o:
treatment has begun that a final diagnosis can ve specified with some degree
of confidence. Even then, the clinician might have to concede that the final
diagnosis is not the only possible diagnosis but the mest plausible working
diagnosis. Notvithstanding, while problems vith differential and multipl.
diagnosis are two areas that cliniciang need te work on to improve diagnostic
teliability (two aireas that are emphasized in the revised third-edition of the

Diagnostic and Statistical Manual ol Mental Disorders |DSM-TI1-K, 1987)), it

is also evident that diagnostic change can be affected by certain oiganiza-
tional settings and policies.

Taken together, these findings sugpest that in actual practice a "close
enough principle" steers most clinical diagnoses, and is probably the general
tule regardless of the classification system orv range of diagnostic types exa-
mined. That observation is by no means alarming since effective treatment is
not contingent upon diagnostic exactness. The matching of specific psycho-
therapies o1 specific medications to specific meutal disorders is not crit.cal
tor the successful treatment of most mental disoirders. Treatment success has
resulted. in large part, fiom the nonspecific efiects of thevapy (e.g., expec-
tations of help and hope, new learning experiences, successful outcomes, and
increased self-mastery [{Frank, 1974; Sloan, Stables, (ristol, Yorkston, &
Whipple, 1975: Smith & Glass, 1977; Stiles, Shapiio, & Elliot, 1986]) andsov
the general effects associated with a particular class of medication (e.g.,
neuroleptics, antidepressants, or sedatives/hypnotics). An individual snufter-
ing from a particular mental disorder may 1espond positively to any one of
many different forms of psychotherapeutic inteirvention (e.g., psychodynamic,
cognitive-behavioval, humanistic, etc.).

Vhen specificity of treatment (e¢.g., behavioral or medical) lLas been indi-
cated by thne weight of empirical evidence, such specificity is really only
approximate in application. For example, theie are several techniyues of the
behavioral approach or difterent forms of a particular class of medication
wvhich produce similar effects, and the wame technique or form of medication is
not always administered in the same way. More importantly, such approximate
specificity in application does not hold true for1 all people at all times wvith
a particular mental disorder.

Thus, for all practical purposes. the belicf that one has hit the diapna .
tic "bull’'s eye" may impose limitations upon the tull range of paychotherapeu

tic intervention. On the other hand, the irecognition that mental diagnoses
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are inexact, but close enough, assures appropriate boundaries around the pro-
blem (¢v.g., the focus of treatment) as well as sufficient flexibility, given
cultural and individual differences, in treating the problem. The acceptable
range ol diagnostic closeness iz an empirical question that 1emains to be
determined.

The therapeutic alliance (the special relationship that develops between
the therapist and the client [Frank, 1974; 3Strupp, 1986; Kilbourne & Richard-
son. 1988]) is moie imporrant in the long run for helping most individuals
deal with their psychological problems than either diagnostic or treatment
exactness. Tt is within the context of the therapeutic alliance and certain
common c¢linical strategies (e.g.. corrective expertiences and teedback [Gold-
fried, 1980}) that an individual learns new ways to tackle unmet needs and un-
resolved conflicts, distorted perceptions, irrational beliefs, negative affec-
tive srates, faulty communication patterns, inappropriate behaviors. unrewvard-

ing relationships, and to acquiire a positive sense of self.
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Footnotes

1 , . . : . . _
Anocarlier version 2 this paper wvas presentoed in a postor osslon at tin
anhual Mteeting of the American Association tor the advancement of Sciencc,
San Francisco, Ca.. Jlanuarvy 17, 1980

9
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